Background. In the last decade many things have changed in healthcare systems, primary care practices and populations.
Introduction
In 1998, an international survey among patients across Europe showed highly positive evaluations of general practice care, with some variation regarding aspects of practice accessibility [1, 2] . Numerous things have changed since then in the health systems, in primary care and in patient populations. For instance, many general practices increased in size [3] . According to research, larger healthcare organizations can provide better quality of care and a broader range of services [4] . These results have also been confirmed in primary care settings [5] [6] [7] . However, patients might have a less positive assessment of larger practices [8, 9] . Other changes in the last decade include a wide spread implementation of quality circles [10] and comprehensive performance evaluations in some countries, such as the Quality and Outcomes Framework in the UK [11] for instance. Countries in Central and Eastern Europe went through several changes in the healthcare system and the development of family practice as an academic discipline [12] . Due to aging populations and multi-morbidity, the workload of the physician has increased, which may have a negative impact on patients' experiences [13] . Electronic health records are increasingly used in primary care practices, offering new possibilities for information systems [14] , including clinical decision support systems [15, 16] . A raising number of practices now have disease registers and clinical guideline support and thus the prevalence of chronic illnesses can be estimated through electronic medical records [17] .
Given these developments in general practice in the last decade, we asked ourselves how respective patients' evaluations have changed. Internationally standardized longitudinal data on patient evaluations of health care are not available. A 10-year follow-up of patient satisfaction in the study of Allan et al. [18] showed no significant change in the last decade. Vodopivec-Jamsek found small but significant improvements in the majority of EUROPEP items in a 6-year follow-up after the 1998 EUROPEP survey [19] . The aim of this study was to describe patient evaluations of general practice care in 2009 and to assess changes in patient evaluations compared with those from 1998.
Methods
We performed a secondary analysis of patients' evaluations of general practice care, using data from the European practice assessment (EPA) Cardio study on cardiovascular prevention in eight European countries: Austria, Belgium, UK, France, Germany, The Netherlands, Slovenia and Switzerland, which took place in 2009, and compared it with the data of the same countries (excluding France) from the EUROPEP survey, which was performed in 1998 [1] . A detailed description of the EPA Cardio study protocol has been published [20] .
Measures
The same internationally validated EUROPEP questionnaire on patient evaluations of family practice care was used in both studies-in the EPA Cardio study and in the international EUROPEP survey [1] . The questionnaire consists of 23 questions covering two dimensions of care: clinical performance of the physician and the organization of general practice care. The development and validation process of the instruments have been described in detail [2] . A few minor changes in the questionnaire were implemented in 2006; they did not influence the validity according to an international group of EUROPEP users. Patients were asked to evaluate items related to their practice on a five-point Likert scale, with the extremes labeled as 'poor' and 'excellent', and with the additional option that the particular question was 'not relevant' for their care. The validity of the instrument was assured through explicit translation procedures using three forward and two backward translations of the original English version of the instrument. The questionnaire also included questions about demographic characteristics, selfreported presence of chronic diseases, continuity of care, the frequency of practice attendance in a year and the selfassessment of health. The patients also evaluated their functional status, answering questions on the level of problems (none, some, a lot), in mobility, self-care, activities of daily living, depression/anxiety and pain/discomfort.
Subjects
In both studies, each participating country aimed to include up to 36 practices, stratified by urbanization (urban 100 000 inhabitants and rural ,100 000 inhabitants) and practice size (big and small practices with more than two full time working general practitioner (GPs) and one to two full time GPs on the same location, respectively), in order to reflect the situation nationally. We planned to include a random sample of 60 adult patients in each of these 36 practices per country: 30 high-risk patients for cardiovascular disease (CVD), but without a history of CVD, and 30 patients with an established coronary disease in the EPA Cardio study [20] , as well as 60 consecutive adult patients per practice in the EUROPEP study [1] . The selection of patients was done from the practice registers, if available. The criteria for selecting patients with coronary diseases were based on 10th International classification of diseases (ICD-10) or International classification of primary care codes. For the group of high-risk patients, each country followed its national criteria to determine high risk by their specific risk assessment tools. Three to five weeks after the initial mailing, the practice or the researchers sent a written reminder to the non-respondents. A systematic sample of patients in the EUROPEP study was done irrespective of their health status [1] . The response rate for the EUROPEP study was 79.5%. Altogether, 17 391 patients with recent experience with general practice from 10 different countries responded to the EUROPEP questionnaire in 1998. For the comparisons of patient evaluations from both studies, we used a sample consisting of 5839 self-reported chronic patients from the 1998 study (a positive response to a yes/ no question 'Do you have a chronic disease?'-because better defined information on the diagnosis was not available for the EUROPEP study) in the 7 countries for which we had valid data from both surveys.
Data analysis
The data were entered into SPSS (SPSS for Windows, version 17. Chicago: SPSS Inc.) in each country separately. All data were gathered in a research center in Nijmegen, checked for accuracy in co-operation with country researchers, and corrected if necessary. We followed the statistical methods and evaluation criteria from the first study of patient evaluations of family practice using the EUROPEP instrument 10 years ago [1] . All answered items on the 1-5 scale of the EUROPEP questionnaire were dichotomized into 4 and 5 as the most positive evaluations, while the rest were considered to be less positive evaluations. The 'this is not relevant for me' response was excluded from the analysis. We also computed a mean value of individual items and a mean value of all responses. We present descriptive statistics for all 23 EUROPEP items of the EPA Cardio study as well as results of bivariate t-tests and ANOVA test to compare subgroups of patients defined by the number of patient characteristics: high-risk for CVD versus established CVD; demographic characteristics; frequency of attendance at the practice; length of attachment to the practice; self-assessment of health. We calculated the country variation for each question by using the Eta correlation coefficient of nonlinear associations.
Linear regression models were then applied to analyze the differences over the years, which used aggregated scores for patient evaluations of 'clinical performance' and 'organization of care' as dependent factors. The country and practice were included as random factors in these models. The difference between 1998 and 2009 was included as a dichotomous factor, with 1998 as the reference value. The regression models were run for each country and for the seven countries combined, to test the difference of patient evaluations between the two surveys.
Results
A total of 251 practices participated in the EPA Cardio study, which represents 87.2% of the planned number of practices. The overall response rate of patients was 49.6%, which was close to the expected number. The national response rates varied from 37.2% in Austria to 72.8% in Slovenia.
Patients with high-risk for CVD had a slightly better than average return rate of 50.5%. Two-thirds of the sample consisted of men, yielding the highest proportion in the UK (81%) and the lowest in Germany (53%). Less than 2% of the patients were unemployed and most of them were married. About a third (35.1%) of the patients had less than 9 years of formal education and 22.2% had more than 13 years of formal education. The self-assessed health status differed among countries: the most positive health status evaluations were found in Switzerland, where 80.3% rated their health as good, very good or excellent and the least positive in Slovenia with only 43.3%. The rate of frequent visitors was also different among countries: in Austria, 63% of the patients visited the practice more than 6 times per year, versus only 19% of the patients in the Netherlands. More than 80% of patients reported a long-term practice attachment (8 years) ( Table 1) .
The percentage of patients with the most positive evaluations of general practice care (4 or 5 on the Likert scale) was .80% for all of the EUROPEP questions, except for their satisfaction with the waiting time in the waiting room (72.1%). Overall, somewhat less positive evaluations were found for telephone accessibility of the GP (82.7%), dealing with emotional problems (83.2%) and the preparation for visits of medical specialists (83.4%).
Less positive evaluations for specific items were found in specific countries, such as dealing with emotional problems, the preparation for specialist care and telephone accessibility of the practice in the Netherlands and the UK; interest in their personal situation in Slovenia; quick relief of symptoms and knowledge about previous contacts in Germany; getting a suitable appointment in the UK. However, more positive evaluations were found for having enough time for the doctor-patient consultation and enough interest in the patient's personal situation in Switzerland and Belgium; listening to the patients in Switzerland, keeping records confidential in Belgium, France, Slovenia, Switzerland and the UK, informing about symptoms in Switzerland and providing quick service if necessary in Belgium and Switzerland (Table 2) . Looking at the differences between countries, it can be noted that the mean scores differed significantly between different countries (F ¼ 27.8, P , 0.000). Differences between the countries explained 5% of the variation of patient evaluations (h 2 ¼ 0.05). Looking at the differences between the subgroups of patients, we found that high-risk patients had more positive evaluations than patients with CVD (t ¼
Contrary to that no difference was found according to their employment status (employed, retired, self-employed, housewife, unable to work, unemployed, F ¼ 1.63, P ¼ 0.149), marital status (t ¼ 0.87, P ¼ 0.383) and the gender of the patients (t ¼ 0.19, P ¼ 0.852). There were also no differences according to the ability of self-care (t ¼ 1.45, P ¼ 0.147), problems in daily living activities (t ¼ 1.96, P ¼ 0.05), or mobility problems (t ¼ 1.06, P ¼ 0.288).
The comparison of patient evaluations between the EUROPEP study in 1998 and the EPA Cardio study in 2009 showed no statistically significant differences for all of the countries combined. However, a number of differences were found within specific countries. (Table 3) .
Discussion
Changes in healthcare systems, health professions and patient populations might influence patient evaluations of healthcare over time. However, internationally standardized longitudinal data to test these changes were not available. This study compared patients' evaluations in 1998 and 2009 in eight European countries. We found that patients with cardiovascular risks or diseases have positive evaluations of general practice care in the eight European countries involved in the 2009 study. This resembled the positive evaluations that we have found in a previous large-scale study in 1998. No international trend over time emerged from our analysis, but some national trends were observed-most notably in Germany (negative trend) and in the UK (positive trend) for the organization of care and clinical performance. These observations should be interpreted with caution. It is tempting to relate these results to major health reforms that took place in these countries in recent years, which led to strikes of general practitioners in Germany or to the Quality and Outcomes Framework in the UK. However, the differences regarding the composition of patient samples in 1998 and 2009 could also explain these findings. They could also indicate selection bias in the practices in 1998 in Germany (resulting in more positive patient evaluations) and in the UK (resulting in less positive patient evaluations). The range of significant differences in the EUROPEP scores, which had mean values between 4 and 5 on the five-point scale in all countries was not .0.25. It can be debated whether this small difference has any relevance for the practice or policy at all. Hence, further research is needed to confirm these trends.
In the EPA Cardio study, patients gave various grades to questions regarding the access to medical care, the accessibility of the GP or practice by phone and the waiting time, which had the worst grades. Access to medical care is an important determinant of the healthcare system. Schoen et al. analyzed the variation in the patients' experience with access of care in relation to the specifics of the countries' healthcare system and policies. In this context, he also found that the level of cost sharing and the patients' income are reflected in the access to medical care [21, 22] . In our study, eight European countries with differences in healthcare systems and differences in position/strength of primary care participated, and we can assume that our results could also be a reflection of this. The majority of participating countries have basic health coverage and the possibility of additional private insurance, with the exception of the UK and Slovenia, which have a full public health insurance system. However, we remain careful when drawing firm conclusions, because the association between the type of health insurance and the patient evaluations of general practice is only indirect. Furthermore, health insurance systems in Europe have much in common. For instance, private insurance in Germany is highly regulated and includes elements such as financial risk sharing between insurers and the absence of entrance barriers related to the citizens' medical condition. Other regulations can be observed-for instance France, a country with high-cost sharing, protects patients with specific chronic conditions from additional payments and covers insurance for low-income citizens. Previous surveys also showed that the patients' evaluation of general practice services was consistently high in Europe and independent of the strength of primary care [23] .
Our descriptive analysis also showed that questions related to the empowerment of the patients were evaluated in the . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . middle of the scale. EUROPEP contains several questions that evaluate patients' empowerment, such as the physician's help to perform patients' daily activities, help in dealing with emotional problems and other explanatory communicational skills of a GP. Self-management support is an important part of a chronic care model, which has become widely used in primary care. Another analysis of the EPA Cardio study with data coming from different sources-the questionnaire and interview with the physicians of the participating practicesshowed large variations between the practices regarding selfmanagement support [24] . Patients' evaluation of this aspect was quite consistent across the countries. Our study confirms and extends some previously known associations of better patients' evaluations assessed with EUROPEP questionnaires with major patient characteristics (high frequency of attendance, high self-rated health, older age). Our study further reveals that the patient's mental health (less depression) and perceived pain (less pain) were also important factors for a better evaluation of the practice. The same results were found in other studies [25 -27] . Self-assessment of health reflects not only physical health [28] , but also a mental health status and represents an overall functional status of the individual [29] . The inclusion of psychological aspects in the self-assessment of a person's health makes this measurement even more interesting for its association with the patients' satisfaction. Psychological characteristics are not a part of most evaluation questionnaires, because they require special psychological tests for reliable assessment. However, they are reflected in patient's self-assessment of health and in their evaluation of the practice [30] .
A discrepancy with some previous results appears in the fact that the length of the attachment to the practice was negatively associated with the practice evaluations in our study, which is contrary to the results for example from Denmark, where they did not find any associations [26] , but not contrary to a systematic review made by Adler, who found a variable effect of the continuity of care [31] . We have to emphasize that our sample was quite homogeneous in the length of attachment-most of the patients were attached to the practice for a long time-at least 8 years [26] .
Strengths and limitations of the study
The strength of the study is its vast and international sample of eight European countries with different healthcare systems, where each country followed the same research protocol. It gives us the possibility of describing the patients' evaluations of general practice and analyze several patients' characteristics associated with practice evaluations. Due to the fact that more specific information on the diagnosis was not available, we compared self-defined chronic patients from the EUROPEP study in 1998 with a sample of the EPA Cardio patients. The information on chronic disease from EUROPEP study was not completely consistent with the medical diagnoses, while the definition of chronic disease in the EPA Cardio sample followed ICD-10 classification. Moreover, the response rate for the two studies shows a considerable difference-the EUROPEP study provided a higher response rate compared to the EPA Cardio study, which still falls in the acceptable range of response rates for this type of the study. Therefore, we have to be aware of the possible impact of these differences on the final results.
With respect to highly positive practice evaluations in our study, several questions arise concerning validity, reliability and research methodology of GP and practice evaluations by specific groups of chronic care patients. Since it is well known that chronic patients give better evaluations based on EUROPEP, we can expect an important ceiling phenomenon in respective assessments, offering only scare opportunities for benchmarking and improvements. Hence, it may be questionable to use a single group of chronic care patients. Nevertheless, specific patient groups-for example patients with osteoarthritis-evaluated provided care with the use of the EUROPEP questionnaire [32] and showed that patients' characteristics, not necessarily disease-related aspects, were important for their satisfaction. Other instruments were used to evaluate different types of providers (doctor, nurse) by some specific groups of chronic patients [33] . We know that there is no good correlation between patients' assessments of the quality of care and the respective biomedical outcomes confirmed by some studies, searching only for the correlation in a specific clinical condition [34] . Nevertheless, other questionnaires have been developed for the specifics of chronic illness care with a positive correlation with the EUROPEP [35, 36] . Additional research is needed to further clarify patients' evaluations of care in general or in specific aspects, in order to answer the key question: what is the meaning of generally good patients' assessments, and how, if ever, do they reflect optimal care and outcomes? Positive practice and GP evaluations are important outcomes of care, but they have to find their place among other outcomes. There are several options for analyzing the EUROPEP data. We chose the presented dichotomization (combining 4 and 5 as the most positive versus the remainders) mainly for two reasons: the tendency to use the most extreme category can be a cultural phenomenon, for example in some countries many people may be reluctant to say that something was excellent. The second reason was that we wanted to compare the results with the EUROPEP study performed 11 years ago. However, respective results indicated considerable ceiling effects with .80% of favorable answers for almost all questions. Discriminatory properties of this approach were therefore not optimal. Hence, dichotomization into the best possible and all of the remaining answers would be an alternative option, which also takes into account the patients' tendency to give their doctors favorable ratings. It is in line with the idea that providers must aim for complete patient satisfaction and that anything less might lead patients to change their physicians.
Conclusion
This comparative study provides us with important results: the overall patient evaluations of general practice care in European countries participating in the study remains high in spite of several changes in the society, economy and health systems. On the one hand, this might be attributed to the appropriate provision of primary healthcare services by GPs, in spite of the turmoil they were facing in the past decade. On the other hand, the EUROPEP instrument proved to be sensitive enough to detect changes in countries with more radical shifts in health policy decisions.
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